Social anxiety disorder (SAD), or social phobia, is one of the most common disorders in children and adolescents across different cultures. The prevalence rates range from 1.6 to 7% (García-López, Piqueras, Díaz-Castela, & Inglés, 2008) . The percentages for social fears and subclinical social anxiety in community samples of adolescents are even higher, between 8% and 12% (Inglés, Piqueras et al., 2010; Piqueras, Olivares, & López-Pina, 2008) . Besides being a disorder with early onset, it remains stable throughout adolescence and can have a chronic course if it is not treated (Hale, Raaijmakers, Muris, van Hoof, & Meeus, 2008) . Consequently, the repercussions of SAD on the adaptation process of children and adolescents can be very severe (Olivares, 2009 ). Among them, we can highlight a significant interference in social, school and work functioning and a marked reduction in different quality of life and health indicators (e.g., Fehm, Beesdo, Jacobi, & Fiedler, 2008; Olivares, Piqueras, & Rosa, 2006; Piqueras et al., 2008) . Thus, emphasis is given to the importance of early screening and intervention in this disorder during childhood and adolescence in order to minimize its effects both at the time and in the future adjusted development of adolescents, since these effects tend to persist throughout life when not treated (Hale et al., 2008; Olivares, 2009) .
Self-report questionnaires are a commonly used method in the evaluation of social anxiety both in adults and adolescents, partly because of the subjective and internalizing nature of this construct and its clinical manifestation, SAD (Kearny, 2005) . In the international setting, there are two empirically and widely validated self-report measures to assess SAD symptomatology in childhood and adolescence: the Social Phobia and Anxiety Inventory for Children (SPAI-C; Beidel, Turner, & Morris, 1995) and the Social Anxiety Scale for Children-Revised (SASC-R; La Greca & Stone, 1993) . A revised version of SASC-R has also been validated for its use with adolescents, SAS-A (La Greca & Lopez, 1998) . Other tests, originally developed for their use with adults, such as Social Phobia and Anxiety Inventory (SPAI; Turner, Beidel, Dancu, & Stanley, 1989) , Social Phobia Inventory (SPIN; Connor et al., 2000) and the Liebowitz Social Anxiety Scale (Liebowitz, 1987) , have also shown to be valid and reliable measures for adolescents (e.g., García-López, Bermejo, & Hidalgo, 2010; Olivares, Sánchez-García, & López-Pina, 2009; Olivares, Sánchez-García, López-Pina, & RosaAlcázar, 2010) .
During the last decade, there has been a marked increase in research on the evaluation of social anxiety in adolescence in the Spanish-speaking context (vr.g, García-López, Hidalgo, Beidel, Olivares, & Turner, 2008; Olivares, 2009 ). This has meant that the majority of evaluation instruments for this disorder, which were originally developed in English speaking countries, have been adapted to our cultural context (e.g., García-López, Hidalgo et al., 2008; Olivares, Ruiz et al., 2005; Olivares, Sánchez-García et al., 2009; Olivares, Sánchez-García et al., 2010; Olivares, Vera-Villarroel et al., 2009; Vera-Villarroel, Celis-Atenas, Córdova-Rubio, Buela-Casal, & Spielberger, 2007; Zubeidat, Salinas, & Sierra, 2008) . One criticism that can be made about such a common procedure is that in many cases the questionnaires of exclusively English speaking origin do not take into account the possible cross-cultural differences . However, there are few instruments used and developed specifically in Spanish for evaluating child and adolescent SAD (Caballo, González, Alonso, & Irurtia, 2007) or related constructs (e.g., Castillo et al., 2008; Inglés, Méndez, & Hidalgo, 2000) .
Therefore, it can be suggested that there is still a need to validate specific instruments that do meet the psychometric requirements pertaining to the broad Spanish speaking context (for a more detailed revision see García-López, Olivares, & Vera-Villarroel, 2003; Olivares, 2009) .
In this sense, the first test developed for evaluating social anxiety in adolescence, created and validated specifically in Spanish speaking population, was the Social Anxiety Screening Scale (Olivares & García-López, 1998) . The bank of items for this questionnaire was directly and specifically taken from the DSM-IV diagnostic criteria for SAD (American Psychiatric Association, 2000) , corresponding to the tripartite operationalization of anxiety proposed by Lang (1968) . Consequently, the questionnaire was designed in such a way that the first two items were aimed at assessing the cognitive component of SAD (criterion A; DSM-IV-TR; American Psychiatric Association, 2000) and the remaining items were assigned to measuring fear and avoidance (criteria B-D) and also the intensity of interference that social anxiety may generate in the subject (criterion E). Then, the selected items were contrasted and complemented with the list of social situations most frequently feared by adolescents. A set of ten items emerged from this process, which are included in the current version of EDAS. The first two items have a dichotomous format (Yes / No) and the remaining 8 are presented on a 5-point Likert-type scale (range: 0-4) and three dimensions (avoidance, nervousness/overactivation -distress-and interference). These 8 items contain interaction or performance social situations that are generally feared by the subjects with SAD, so they are evaluated in accordance with the level of avoidance, distress and interference which each one causes the subject; it is the first scale to evaluate interference generated by social anxiety, with the implications that are derived from it with respect to the diagnosis and treatment. The first two items have a qualitative nature and are not used for obtaining scores relative to subscales.
With respect to the psychometric properties of the scale, Olivares, Piqueras, and Sánchez-García (2004) found a PIQUERAS, OLIVARES, HIDALGO VERA-VILLARROEL, AND MARZO two factor structure: Social Anxiety (corresponding to items from the Avoidance and Distress subscales) and Interference, whose values of internal consistency were high (Social Anxiety = .89 and Interference = .88). A year later, Olivares, Piqueras, and García-López (2005) studied the properties of this test again and found a factorial structure identical to that of the previous study, with equally high values of internal consistency (.90 and .92, respectively) . Subsequently, Vera-Villarroel, Olivares et al. (2007) found a three dimensional factorial structure in a sample of Chilean adolescents, whose internal consistency was .80 for Avoidance, .84 for Distress and .86 for Interference. Other studies have supported sensitivity to therapeutic change of the scale in clinical samples . Finally, Piqueras, Olivares, Vera-Villarroel, Marzo, and Kuhne (in press ) recently looked at the factorial invariance of the scale in the Spanish and Chilean population and found that each subscale (Avoidance, Anxiety and Interference) fits a unifactorial model representing a single dimension per scale and that the factorial structure appears invariant across samples of Chilean and Spanish adolescents as well as across the sex. This scale, therefore, has proved to have good psychometric properties in the Chilean and Spanish population Vera-Villarroel, Olivares et al., 2007) , as well as its factorial invariance across sex and nationality (Piqueras et al., in press ). These same studies have highlighted the use of this scale as: (i) a screening measure to identify adolescents with social anxiety problems; (ii) a counseling tool for adolescents; (iii) an instrument which helps target areas of treatment and to evaluate the therapeutic change in treatment or prevention programs in a wide variety of clinical, educational and research contexts, including schools, social services and mental health centers, addictive behavior units for youth, juvenile detention centers and research centers.
However, although there are a certain number of studies that have analyzed the factorial structure and internal consistency of the EDAS and highlight the use of this tool, there are certain gaps which have not been dealt with in earlier literature, regarding certain psychometric properties of the scale, such as relative inconsistency of the factorial structure, the inexistence of test-retest reliability estimations and the lack of other evidence of convergent validity.
Consequently, the main objective of this study is to extend the validation of the Social Anxiety Screening Scale in adolescent population. Therefore, in order to provide new data about the psychometric properties of the scale, a reliability and validity analysis was made through a study with a sample of adolescents. Firstly, in this study the aim is to examine the scale factorial structure through confirmatory factor analyses. Secondly, data are included about the reliability estimation through internal consistency and temporal stability analyses. Finally, in order to support the concurrent criterion validity it was calculated the correlations between the EDAS subscales and other empirically validated measures of general social anxiety and of specific dimensions of social anxiety in the nonclinical population.
It was hypothesized that the factor structure of three independent dimensions, previously found, would be repeated (Piqueras et al., in press; Vera-Villarroel, Olivares et al., 2007) . Significant values of internal consistency and temporal stability were also expected to be found as well as evidence of convergent validity of the EDAS through positive correlations with the SPAI and the SAS-A. A hypothesis was made that the three EDAS subscales would be significantly correlated with the SAS-A subscales and the SPAI Social Phobia subscale, and also, but to a lesser extent, with the SPAI Agoraphobia subscale. These correlations are expected to be lower than those with social anxiety measures.
Method

Participants
The sample was made up of 1489 adolescents from secondary educational centers (60 participating classes) from the Region of Murcia and the province of Alicante in the Comunitat Valenciana (753 males, 50.6%; 736 females, 49.4%), aged between 14 and 17 years old (M = 15.15, ST = 0.95). Convenience sampling was used. The 13 participating centers belonged to 6 cities of different sizes and were situated in both rural and urban areas; 11 of them were state centers and only two were semi-private. Consequently, the socio-economic status of the sample was broad and representative of the community. 10 (0.40%) subjects refused to participate in the study or were excluded due to incorrectly completing measures or being 18 years old or above.
In order to determine the sample size, we followed the recommendations by Bentler (2005) , which indicate that it should be at least five times the number of the total number of parameters in the confirmatory factor analysis model.
Instruments
Social Anxiety Screening Scale (SASS/EDAS; Olivares & García-López, 1998 ). This instrument was described in the introduction. A broader description of the construction and a reproducible copy of the original instrument can be found in or in the appendix of this paper. The questionnaire was translated into English using a translation-backtranslation method and the International Test Commission guides.
Social Anxiety and Phobia Inventory (SPAI; (Turner et al., 1989 ; Spanish version by Olivares, García-López, SOCIAL ANXIETY SCREENING SCALE IN ADOLESCENCE Hidalgo, Turner, & Beidel, 1999) . This measure includes three scores; Social Phobia subscale, Agoraphobia subscale and Difference score. Although the SPAI was developed for adults, studies in English (Clark et al., 1994) and Spanish-speakers (García-López, Olivares, Hidalgo, Beidel, & Turner, 2001; Olivares et al., 2002; Olivares et al., 1999; have demonstrated its validity and reliability in adolescents. In this study, we also calculated the four factors of the SPAI-FS subscale, found by Olivares et al. (1999) . It has a three factor structure: fear of negative evaluation (FNE), social avoidance and distress in new situations (SAD-N), and social avoidance and distress in general situations (SAD-G). The SAS-A has shown good psychometric properties in English (Storch, Masia-Warner, Dent, Roberti, & Fisher, 2004) and Spanish speaking populations (GarciaLopez et al., 2001; Inglés, La Greca, Marzo, García-López, & García-Fernández, 2010; Olivares et al., 2002; .
Procedure
The participants of the present study came from a broader screening and early intervention program for adolescent SAD in a school setting (the characteristics of the program are described in Piqueras et al., 2008) . Firstly, an interview was carried out with the principals and the heads of the guidance departments of the participating centers in order to present the objective of the research and the evaluation instruments, to ask for permission and to encourage their participation. After explaining the procedure, giving a complete description of the study and asking for their parents' written consents, the EDAS was applied along with the SPAI and the SAS-A collectively (groups of approximately 25 students). The procedure was as follows: handing out the copies, filling out the sections related to identification details and reading out the instructions, emphasizing the importance of not leaving any question unanswered. Finally, any doubts by participants were clarified, trying not to influence their answers. The assistant researchers were present during the administration of tests for providing information when necessary and verifying that tests were properly completed by the subjects. The average time for applying the three scales was 50 minutes. Incomplete or incorrectly answered questionnaires were eliminated. In order to evaluate the temporal stability of EDAS, the test was applied a month after the first application in a representative sample, 668 (44.86%) subjects. The same procedure was followed as in the first application of the scale.
Data analysis
In order to study the factorial structure of EDAS, confirmatory factor analyses were made using the EQS 6.1 program (Bentler, 2005; Byrne, 2008) . The Robust Maximum Likelihood Estimation method was used for all the analyses, since the distribution of the data of our sample presented multivariate kurtosis. According to Finney and DiStefano (2006) , the use of the Maximum Likelihood Estimation is adequate, since it deals with ordinal data as if they were continuous, as long as the data observed have sufficient categories (at least 5 points) and they follow an approximately normal distribution. In such cases, the use of this estimation method does not present a severe bias in either of the fit indices, in the estimation of parameters or in the standard errors (Finney & DiStefano, 2006) . We used the Satorra-Bentler scaled chi-square (SBχ2; Sattora & Bentler, 2001) , as different researchers have indicated that it is adequate for any sample size and for multivariate non-normal data (Curran, West, & Finch, 1996) . Following the criteria by Hu & Bentler (1999) and Dimitrov (2006) , we selected the following fit indices: GFI (Goodness of Fit Index) and RCFI (Robust Comparative Fit Index) > .90 and SRMR (Standardized Root Mean Square Residual) and RRMSEA (Robust Root Mean Square Error of Approximation) < .06 (good fit) or up to .08 (reasonable fit).
In addition, the following analyses were made: a descriptive analysis, alpha Cronbach of the EDAS subscales with the general sample, a test-retest to evaluate temporal stability of the subscales with a subsample of these students and lineal correlation analyses for analyzing the concurrent criterion validity with a new subsample. The Cohen's d index (standardized mean difference; Cohen, 1988) was included for valuing the effect size (ES) of the differences found according to sex and age. Its interpretation is as follows: small (.20 -.49), medium (.51 -.79) and large effect sizes (d ³ .80). We also used Cohen criteria (1988) to evaluate ES of the correlations. In this case, it is considered a small ES when the correlation is between .10 and .10, average when it is between .10 and .30 and large when it is over .50 (Cohen, 1988; Lipsey & Wilson, 2001 ).
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Results
Descriptive statistics
The mean score on the Avoidance scale was 8.11 (ST = 5.56), on the Distress scale 8.61 (ST = 5.81) and for Interference 7.43 (ST = 6.41). In all cases the scores ranged between 0 and 32. The three distributions were not normal, since the non-parametric Kolmogorov-Smirnov test, strictly considered as a Z distribution, was significant (Avoidance, KS = 3.897, p < .001; Distress, KS = 3.958, p < .001, and Interference KS = 4.670, p < .001).
With respect to sex and age differences, a 2 x 4 intersubject analysis of variance (ANOVA) was made. In general, no statistically significant differences were found. Neither were there any differences attributable to the participants' school center, classroom, course or city. The only exception was the data which revealed that girls presented a significantly higher score in Distress than boys (F(1, 1407) = 6.2, p = .013, η 2 = .004), although the effect size was low (d = -.16).
Confirmatory Factor Analysis
Based on previous studies about the factorial structure of the EDAS, in this study we evaluated the fit of our data to: the unidimensional model; the two factor model with interaction found in and ; the three factor model with interactions; and the model of three independent dimensions following the results by Vera-Villarroel, Olivares et al. (2007) and Piqueras et al. (in press ). The obtained values of fit indices were far from those required both in the unidimensional model and the two dimensional model with interactions (see Table 1 ). However, the results indicated a good fit when each EDAS subscale (Avoidance, Anxiety and Interference) is considered to correspond to an independent factor through unifactorial models. The resulting factorial structure can be seen in Figure 1 , while the estimated factor loadings of the latent variables of EDAS are presented in Table 2 . The fit indices for the three factors indicated adequate fit, with RCFI values higher than .90 and SRMR and RRMSEA values lower than .065, following the criteria by Hu & Bentler (1999) and Dimitrov (2006) (see Table 3 ). 
Analysis of internal consistency
The Cronbach's alpha coefficients for the sample were .80 (Avoidance), .85 (Distress) and .88 (Interference).
Analysis of temporal stability
The subsample for analyzing temporal stability was made up of 668 participants, whose mean age was 15.34 (ST = PIQUERAS, OLIVARES, HIDALGO VERA-VILLARROEL, AND MARZO 
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Analysis of convergent-discriminating validity
The subsample for examining the concurrent criterion validity of the test was made up of 1268 subjects, with an average age of 14.84 (0.86). 50.56% were women. We calculated Pearson correlation coefficients between the subscales and other scales of social anxiety and specific aspects of this construct. The results are shown in table 4. The correlations of the Distress and Avoidance subscales and the total scores of the SPAI and the SAS-A were positive and can be considered high (r = .64-.76), while the Interference scale showed lower correlations with these global indicators of social anxiety (r = .50-.54). On the other hand, with respect to association with the specific dimensions of social anxiety, the Distress scale showed higher correlations with all the dimensions (r = .47-.72) than Avoidance (r = .48-.64). The only exception was the size of the correlation between Avoidance and the Avoidance and Escape scale of the SPAI-FS, which was higher. With respect to Interference, values were between moderate and high (r = .29-.51).
Discussion
The results of this study supported the factorial validity of the EDAS, since data confirmed the tridimensional factorial structure previously found for the EDAS in Piqueras et al. (in press) and Vera-Villarroel, Olivares et al. (2007) . Therefore, the confirmatory factor analyses showed that the data fitted adequately to the unidimensional measurement models, which indicates evidence in favor of the tridimensional factorial structure of the scale. This factorial structure shows each of the subscales (avoidance, distress and interference) as independent dimensions, representative of three single aspects of social anxiety. Therefore, the data from the study suggest that on each of the EDAS subscales an independent dimension appears, which is coherent with the findings by Vera-Villarroel, Olivares et al., who found an emerging dimension on each subscale. However, one consideration indicated in that study, which our findings do not support, is that the emerging dimension on each subscale was representative of the same construct "social anxiety". Thus, it would imply the possibility that, as a screening instrument, only one subscale could be applied instead of three, when what we aimed to save time in the selection of the subjects with SAD, the subscales being different modes of expression of the same problem. Our data do coincide with the findings by Olivares, García-López, Hidalgo, and Caballo (2004) or Inglés, La Greca et al. (2010) , which found that some of the more important measures of social anxiety such as the SPAI, the SAS-A, etc. in adolescents proved to be invariant across different samples and that each of their subscales included specific dimensions of SAD (cognitive, behavioral or somatic). However, they did not fully coincide with other results from this study which supported the existence of a factor of a higher order called social anxiety, which is common to all these tests. In this sense, it would be coherent to expect that besides the emerging dimension or factor in each subscale (symptomatic dimension or specific factor: avoidance, nervousness/overactivation -distressand interference), a factor of a higher order would also have emerged on the three scales. From a theoretical point of view, this consideration would have greater coherence with respect to results from previous studies and the definition itself of the social anxiety construct according to the APA in the DSM-IV-TR (American Psychiatric Association, 2000) . One possible explanation with respect to our resulting factorial structure is that the specific format in the presentation of the tests could influence the responses in the sense of "artificially" grouping the dimensions because the three scales are presented in columns (see Appendix). However, other recent studies also coincide in indicating the need to analyze adolescent social anxiety on the basis of specific symptomatological dimensions (social interactions, cognitive, psychophysiological and motor) rather than looking at the general construct "social anxiety" (Inglés, La Greca et al., 2010; Inglés, Piqueras et al., 2010 With respect to the reliability estimation, the internal consistency coefficient for Avoidance, Distress and Interference scales was between moderate and high (.80-.86), above the recommended value of .70 by Nunnally (1978) or of .60 for reliable self-report instruments by Holmbeck et al. (2008) . These data indicate a high internal consistency of the scales which supports the existence of a single dimension per subscale. The data are consistent with previous studies carried out with the EDAS, which indicated values between .76 and .89 for the different scales Piqueras et al., in press; Vera-Villarroel, Olivares et al., 2007) and are also coherent with those found in other self-reports which evaluate social anxiety or SAD, which vary from .86 and .96 for the SIAS and the SPS, the Social Phobia subscale of the SPAI, the total score for the SAS-A, the LSAS and the SPIN García-López et al., 2003; Inglés, La Greca et al., 2010; Olivares, Sánchez-García et al, 2009; Olivares, Sánchez-García et al., 2010) .
The EDAS also showed a relatively adequate temporal stability, since we found positive correlations in the three subscales (.48-.60) over a period of 5 weeks. Reliability studies consider that values between .50 and .70 are moderate (Myers & Winters, 2002) . Other studies of self-report measures for social anxiety or social anxiety disorder show short term and long term correlations ranging from .41 to .86 (Beidel et al., 1995; Gren-Landell et al., 2009; García-López et al., 2003; Olivares, Sánchez-García et al., 2010; Ranta et al., 2007; Storch et al., 2004; Zhou, Xu, Inglés, Hidalgo, & La Greca, 2008) .
With regard to concurrent criteria validity, the obtained relationship between the EDAS and the two self-report measures with the highest empirical support (SPAI and SAS-A) also support the validity of EDAS. A large positive relationship was found between the EDAS subscales and the SPAI and the la SAS-A subscales and/or dimensions, following criteria by Cohen (1988) and Lipsey and Wilson (2001) . To be more exact, the association was considerably higher for the relation between the three EDAS subscales and the SPAI Social Phobia subscale (.50-.76) and the total score for SAS-A (.54-.73) in contrast to its association with Agoraphobia of the SPAI (.43-.56). Furthermore, the size of the correlations followed a similar pattern of association according to which the highest values were Distress, followed by Avoidance and finally those of Interference. These results are consistent with the findings from other studies with the SPAI and the SAS-A (e.g., García-López et al., 2001) , which indicated a pattern of positive and statistically significant correlations of these questionnaires with other social anxiety scales (FNE, SAD and ADIS-IV-L), being higher with the social phobia subscale (.54-.73) and lower with the Agoraphobia subscale (.39-.59), as is the case of our study. They are also coherent with the findings by Olivares, Sánchez-García et al. (2009) with correlations between .44 and .77 between the fear and avoidance subscales of the LSAS-CA-SR and other social anxiety instruments, such as the SPAI-C and the SAS-A, being the higher association with the SPAI-C, as is the case of our study with the SPAI. More recently, García-López et al. (2010) have reported high associations between the total SPIN score and the SPAI-B, the total score of the SAS-A, the SPAI, the FNE subscale and the SAD subscales of the SAS-A (.72-.83) and Olivares, Sánchez-García et al. (2010) have found a high correlation between SPAI-C and LSAS-CA and SAS-A subscales (.61-.77).
However, the high correlation between the EDAS subscales and the Agoraphobia subscale of SPAI is important. One explanation for this finding is the symptomatological overlap between anxiety disorders, which other studies have also found (Anderson, Jordan, Smith, & Inderbitzen-Nolan, 2009 ). For this reason, the correlations between specific social anxiety dimensions and the EDAS subscales were analyzed. As a result, it was found that nervousness/overactivation -Distressshowed a greater association with interaction social anxiety; the cognitive and psychophysiological component, focus of attention, social distress and avoidance in general and in new situations and even with Agoraphobia. Meanwhile, Avoidance is associated to a greater extent with Avoidance and Escape of SPAI-FS, and Interference showed the lowest correlation values with Focus of attention or feeling observed by others, Avoidance and Escape behaviors, and anxiety related to agoraphobic situations. These data, therefore, support the validity of the EDAS and broaden support for using this scale as a screening measure for identifying adolescents with problems of social anxiety and an counseling tool for adolescents in school setting Piqueras et al., in press; Vera-Villarroel, Olivares et al., 2007) .
Consequently, the results of this study attained their objective of updating the validation of the EDAS in the Spanish adolescent population. However, more studies are necessary to confirm these findings and to extend the validation of the test to the clinical population and different populations. For example, it would be necessary to confirm whether the EDAS factorial structure is repeated in the clinical population and to analyze the discriminative and diagnostic capacity of this tool. Consequently, this paper does have some limitations associated to the methodology and design used: lack of clinical sample and the measurement method. Our sample is not representative of the general Spanish adolescent population, which is an obstacle for generalizing the results (to samples of lower age, clinical samples of adolescents and samples of different education and employment levels to those studied). With respect to the limitations of the measurement, future studies should also take into account the points made by experts in psychological evaluation regarding the need to use multimethod and multi-informant focus. In spite of these limitations and considerations, this study provides valuable PIQUERAS, OLIVARES, HIDALGO VERA-VILLARROEL, AND MARZO data about the quality of EDAS in the evaluation of social anxiety. To sum up, this study was able to confirm factorial validity and internal consistency of the EDAS, to guarantee its temporal stability and to contribute data about the correlation of EDAS with other well established methods for evaluating social anxiety in children and adolescents.
